A second child was born in 1912 and is healthy. There were no miscarriages.
Condition on admission: The child was well* built and nourished.
He seemed content and lay flat without distress. The face was puffy, especially around' the eyes. Acute nephritis was first suggested, but the scanty urine, examined twice, contained no albumin. The heart was very rapid, " more than 160 per minute by auscultation." There was marked and rapid pulsation in the neck. The heart sounds were of a tick-tack character and unaccompanied by murmurs. The respirations were 30 per minute; there was no objective shortness of breath.
The liver extended three fingers' breadth below the right costal margin and it pulsated.
The patient slept well and his physical condition remained the same, except that pitting of the ankles was noticed for the first time on the RcA %Si5.
FIG. 1.
A polygraphic tracing during the second attack, June 11, 1913. Rate, 245 per minute. eleventh day of the illness. Only a few ounces of urine were passed. On the twelfth day of the illness, the third after admission, the pulse was found to be 80 per minute and the heart sounds normal. The liver was only one finger's breadth below the costal margin, and the cedema had disappeared. About 30 oz. of urine were passed during the next twenty-four hours.
Second attack: On the morning of June 11, three days after cessation of the first attack, the child was allowed to sit up in bed. Shortly afterwards it was noticed that the pulse had again become very rapid. The liver extended 1 in. below the costal margin and pulsated. The first polygraphic record was taken four hours later and showed a regular radial pulse of 245 per minute. The jugular tracing showed a single large wave at the same rate ( fig. 1 ). An electrocardiogram presented the same appearances as that in subsequent attacks. Five hours after the beginning of the attack the child seemed comfortable and happy.
There was neither cyanosis nor cedema. Rapid pulsation was visible in the neck and in the third and fourth left intercostal spaces over the heart. The apex beat was in the fourth space, 31 in. from the miiiddle line. The area of cardiac dullness extended above to the third rib, to the right I in. and to the left 3' in. from the middle line. The heart sounds were unaccompanied by murmurs. The respirations were 20 per minute and deeper than before the attack. There were no abnormal signs in the lungs. This case of paroxysmal tachycardia appears to be the youngest yet recorded. The cedema of the face which appeared during the long paroxysm produced a superficial resemblance to acute nephritis. In cases where no cause is found for an acute heart failure in young children the possibility of paroxysmal tachycardia should be borne in mind.
The prominent pulsation in the neck, often described as carotid, is probably always venous. The large waves shown in the tracing from the neck ( fig. 1 ) are too high to be due to carotid pulsation, when the radial beats accompanying them are so small. Moreover, the waves in question do not coincide with the expected position of the carotid (c) wave. They are due to contraction of the auricle during ventricular systole, and a consequent retropulsion of blood into the jugular veins. The electrocardiogram ( fig. 3 ) is difficult to understand and no interpretation is put forward. It is obvious that the rhythm of the heart is entirely altered in character during an attack; the change is not merely one of rate. Premature contractions were never seen in this patient during the frequent observations and tracings. Pulsus alternans was never recorded.
OTHER RECORDED CASES.
Paroxysmal tachycardia dates from childhood in a certain proportion of cases. Accounts of actual attacks in childhood are rare.
Herringham's case [3] [4] HUME, W. 11,. Heart, Lond., 1913, v, p. 25. [5] MERKLEN, P. Sentaine mind., Par., 1901, xxi, p. 164. DISCUSSION.
Dr. G. A. SUTHERLAND congratulated the authors on hiaving secured a case -of paroxysmal tachyeardia at such an early age, and having been able to make such a careful study of it. It was clear that at the age of 2-most of the alleged causes of paroxysmal tachyeardia might be dismissed, and at the same time it might be assumed that in other respects the heart was organically sound, so far as phlysical examination and the absence of symptoms could be relied on. This raised the question as to whether the onset of paroxysmal tachyeardia in an apparantly healthy heart was due to a functional disturbance or to disease. He thiought the origin of such attacks in the form of a new rhythm starting in some abnormal focus of the heart had been definitely proved. The new rhythm might seriously affect the mechanism of the heart, and if the paroxysm were sufficiently prolonged might lead to definite signs of cardiac failure. He had met with an example of this in a boy, aged 10, whose heart was apparently sound in every way, but in whom a prolonged attack of tachycardia had induced signs of cardiac failure. It lhad been rather a revelation to him to find hleart failure occurring in the absence of any disease and as the result merely of a disordered rhythm. The question of treatment might not be of importance in connexion with brief attacks, but when the heart began to give out something had to be done. In this condition he had pushed the use of digitalis, with the view of producing partial heart-block and also checking the excitability of the auricle, and had found this successful. He had himself ceased to employ the term "arrhythmia" in his nosology, and regarded the term "extrasystolia " as more conveniently indicative of the condition present in paroxysmal tachyeardia, which he considered to be a tachyeardial ventricular extrasystolia independent of any auricular origin, a condition which has been termed by some " massed extrasystole." Taking this view, and remembering Professor Cushny's demonstration of the fact that the steadying action of digitalis in auricular fibrillation may be manifested without evidence of block in the auriculo-ventricular textures, he questioned the auricular origin of both regular and irregular ventricular tachycardia-the latter condition, usually described as auricular fibrillation, he regarded as an arrhythimiical massed ventricular extrasystolia. He referred to a case of rhythmical paroxysmal tachycardia which suddenly subsided into normal action as his finger was on the patient's pulse, which for the time left the patient in a condition of subjective comfort, to be followed within twenty-four hours by a suddenly developed loud mitral bruit indicative of ventricular dilatation, and this soon afterwards by death in asystole. This Previous diseases: Whooping-cough and measles. Since he had measles at the age of 2 he had been liable to a kind of fit, in which he goes stiff and turns rather blue, but lies still and does not twitch or scream. These fits, which last a few minutes, recur about once a nonth.
In June, 1903, he had a bad attack of vomiting which lasted ten days.
